STATE PLAN UNDER TITLE XIX OF THZ SOCIAL SECURITY ACT S i
STATE COMMONWEALTH OF PENNSYLVANIA Pags 2-
DESCRIPTIONS OF LIMITATIONS

SERVICE LIMITATIONS
5.2. Phvsician's Services (10} Payment mayv be made to a phveician wuc
{Ccntinued) performs a surgical procedure on an inpatient Duas.s a
to one other practiticner who is responsible for the

medical care of the patient.

(11) Pavment to a physician for a vis.® :nr.ui-
pavment for administering any injections of medicar:cr
vaccine.

(12) A phyvsician mav bill for pathological
studies performed in the office only if the phveician .
licensed by the Department of Health and is enrol.el ..
the Medical Assistance Program as an independent
laboratory.

(13) Onlv one physician is eligible to recelve
payment for inpatient medical care provided on the same
davy.

{14) Training for home dialysis is limited to 2:
per patient or partner.

(15) Dialvsis procedures provided as hack-up -
home dialvsis are limited to fifteen (15) per year.

(16) Payment for medically necessaryv clozapine
support services is limited to one per week , regardle--
of the frequency or intensity of monitoring activities
provided during each calendar week.

Clozapine Support Serwices are services ordered and
directed bv a psychiatrist who determines they are
medically necessary services for a person with a
diagnosis of Schizophrenia to receive clozapine on an
outpatient basis. These services are a group oi discret
patient medical care functions performed by a
psychiatrist or under the direction and supervision of «
psychiatrist by a pharmacist, registered nurse, or
physician assistant. The services provide for at least
one face-to-face encounter with the patient each week.
The support services are intended to assure
collaborative, uninterrupted, and safe patient medical
management.
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PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTATHMENT

COMMONWEALTH OF PENNSYLVANTY Pajze In

SERVICE

LIMITATIOND

Phvsician's Services Clozapine support services are compensable for a p=r.

{continued)

of time that the psvchiatrist determines i1s med_zally
necessary, but not to exceed a six calendar month
periocd. If the psychiatrist determines that Ciczap.n-
support services continue to pe medicaily necessary a*
the end of a six month eligibility period, the

maximum time period for each order shall not e:ceel <ix
consecutive calendar months. The psvchiatrist's criqgin
assessment and all reassessments of the person rece:v_ o
clozapine must document the ongoing efficacy ¢f mne 4oy
in treating the patient's Schizophrenia and the med.ca:
necessity for the support services.

If a patient is discontinued from clozapine
therapy, the patilent remains eligible for clozapine
support services on an outpatient basis for nor less th
four weeks or more than eight weeks after the drug
therapy is stopped. ‘

a2 G

. . . 5
Non~compensable services or ltems - No pavmen% :s made
any physician for the following services: ’

(1) Physical therapy except when provided as ar
integral part of hospital inpatient, hospital outpatien-
rural health clinics, home health agency o1 aursing
facilityv care.

(2) A surgical procedure and an office viclit £,
the same patient on the same day.

{3) Removal' of sutures and casts.

(4) Surgical, obstetrical or anesthiesia service
performed on an inpatient basis for a noacovered
procedure, or if the Department denies payment for tls
hospital stay.

(5) Local anesthesia.

(6) Procedures designated with ap outpatient,
"OP", indicator when provided on an inpatient basis
unless the medical condition of the patient 1s such that
to perform the procedure on an outpatient basis couid
result in undue risk to the life or health of the
patient.
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SOCIAL SEIURITY ACIT ATTACHMENT =:.1B

FOTHE JUJIAL SE
TNNSYLVANTA Page 2o

LIMITATIONS

(7) Surgical, medical diagnost:

or therapeutic procedures performed for
experimental, research or educational
curposes.

Physician's Services
{Contlnued)

(8) Clozapine support services tha
a. The psychiatrist determine
are not medically necessary.

+

b. Are not ordered by a
licensed psychiatrist.

c. Are provided to an eligibie
reciplent during an inpatient hospital or
nursing nome stay excluding the day of
admission or discharge.

d. Are home gervices other than
those services required for drug monitoring
cf clozapine support services.

e. Are provided beyond the
initial six calendar month period, unless,
services are reordered and the medical
necessity for services is documented by a
psychiatrist.

f. Are prescribed for the
treatment of mental illness other than
Schizophrenia.

(9) Any medical services, procedures,
or pharmaceuticals related to treating
infertility.

Medical and surgical Limitations on payment:
services furnished by a (1) The maximum allowable payment

dentist to a dentist for outpatient surgical
procedures per day ig $500.

{2) The maximum allowable payment to
a dentist per recipient per hospitalization
is $1000.

(3) Payment for two or more surgical
procedures performed by the same dentist 1is
limited to 100% of the allowable fee for
the highest paying procedure and 25% of the
second highest paying procedure.
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Revision: HCFA-PM-86-20 (BERC)

SEPTEMBER 1986 Page 3
OMB No. 0938-0193

State/Territory: DEANNSYLVANT A

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): AT L

ATTACHMENT 3.1-B

Medical care and any other type of remedial care recognized under State
law, furnished by licensed practitioners within the scope of their

practice as defined by State law.

Podiatrists' Services

LE; Provided: Y No limitations 55_ With limitations*

Optometrists' Services

LE? Provided: / / No limitations £§7 With limitations*
Chiropractors® Services

L:T Provided: 1:7 No limitations £§7 With limitations#*
Other Practitioners' Services

1:7 Provided: 5:7 No limitations / / With limitations*

Home Health Services

Intermittent or part-time nursing service provided by a home health

agency or by a registered nurse when no home health agency exists in

the area.

A/ Provided: / / No limitations X/ With limitations*

Home health aide services provided by a home health agency.

/X7 Provided: 1:7 No limitations 137 With limitations*

Medical supplies, equipment, and appliances suitable for use in
home.

/N7 Provided: L:7 No limitations L§7 With limitationsx

Physical therapy, occupational therapy, or speech pathology and
audiology services provided by a home health agency or medical
rehabilitation facility.

/~/ Provided: / / No limitations /- With limitationsx

~

*Description provided on attachment.
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STATE PLAN UNDER TITLE XIX OF THE SOCTAL SECURITY ACT ATTACHMENT 3.1R
COMMONWEALTH OF PENNSYLVANIA
DESCRIPTIONS QOF LIMITATIONS

STATE:

Page 3a

SERVICE

LIMITATIONS

6.a.

Medical Care and any other
type of remedial care
recognized under state law,
furnished by licensed practi-
tioners within the scope of
their practice as defined by

state law.

Podiatrists'

Services

Limitations on payment - The following
limits apply to payment for compensable
services:

1. Payment for debridement and
treatment of mycotic nails is limited to
one per month per recipient.

2. The maximum allowable payment to a
podiatrist per hospitalization per
recipient is $1000.

3. The maximum allowable payment to a
podiatrist for outpatiert services per
recipient during one da, is $500.

4. Payment is limited to one (1)
visit (e.g. office, home, inpatient care,
or nursing facility) per recipient per day
ver individual provider.

S. Payment for surgical services
includes the inpatient preoperative care
and all post operative care in the hospital
and outpatient visits during the number of
post-operative days specified for each
procedure code in the Medical Assistance
Program Fee Schedule. Additional payment
will be made for visits for treatment of a
medical or surgical condition if the
diagnosis is different and unrelated.

6. Payment for two or more surgical
procedures performed by the same podiatrist
is limited to 100% of the allowable fee for
the highest paying procedure and 25% of the
second highest paying procedure.

7. Payment is made to only one
podiatrist for a particular service or
orocedure and all services must be billed
in the name of the podiatrist providing the
service.

3. Payment for an office visit
includes payment for any injection of
medication or local anesthesia.

9, Payment for x-rays of foot
and ankle is limited to a maximum of $19.00
per limb.
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Servicas.
Fabricating or dispensing

shoe inserts and other

supoortive devices for the feet.

2.

3.
performed
have been
office or

Casting for shoe inserts.
Madical or surgical services

on an inpatient basis that could
performed in the podiatrist's
the emergency room, without

endangering the life or health of th2

patient.
4,

outpatient,

Procedures designated with an
"OP", indicator when provided

on an inpatient basis unless the medical
condition of the patient 1s such that to
perform the procedure on an outpatient
basis could result in undue risk to the
life or health of the patient.

5. Medical or surgical services
performed on an inpatient basis for a
noncovered procedure, or if the Department
denies payment for the hospital stay.

6. A surgical procedure and an
office visit for the same patient on the
same day.

7.

8.
emergency
recipient
inpatient

9.

Removal of sutures and casts.
Services rendered in the

room of the hospital if the

is admitted to the hospital as an
on the same day.

Treatment of flat foot.

10.
feot.

11. Routine foot care, including the
cutting or removal of corns, callouses, the
trimming of nails and other routine
hygienic care.

12. Physical therapy.

13. Diagnostic or therapeutic
procedures for experimental, research or
educational purposes.

Treatment of subluxaticns of the
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL 3ECURITY ACT ATTACHMENT 3.1-B
STATE: COMMONWEALTH OF PENNSYLVANIA Page 3¢
DESCRIPTIONS OF LIMITATIONS

SERVICE LIMITATIONS _

6. Medical Care (Continued)
5.b. Optometrists' Services Limitations on payment - The
following limits apply to payment for

compensable services:

1. Vision examinations are
limited to two per year.

2. Eyeglasses - limited to
individuals under 21 years of age.
For these individuals the limit is
one (1) full pair or two (2) lenses
per 12 month period for persons
referred through the School Medical
Program or the EPSDT Progranm.

6.c. Chiropractors' Services Limitations on payment - The
following limits apply to payment for
compensable services:

1. Services must be provided by
a chiropractor who is licensed by the
State and meets the standards under
42 CFR 405.232(b).

2. Services must consist of
either an evaluation by means of
examination or treatment by means of
manual manipulation of the spine to
ad just misaligned or displaced
vertebrae,

3. One visit per recipient per
day per individual chiropractor.

Noncompensable services and itesms -
No payment is made for x-rays
performed by a chiropractor.
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ATTACHMENT 3.1-B
Page 34

TATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
TATE: COMMONWEALTH OF PENNSYLVANIA
ESCRIPTIONS OF LIMITATIONS

SERVICE LIMITATIONS

7. Home Bealth Services

7.a. Intermittent or part-time Limitations on payment - The following limits apply

nursing service provided to payment for campensable services.

by a home health agency 1. The services are ordered by the attending

or by a registered nurse physician and included in the plan of treatment

when no home health agency established by the recipient's attending physician.

exists in the area. 2. Except for maternal/child service, the
attending physician certifies that the recipient is
homebound and as part of the treatment plan review
certifies that the recipient continutes to remain
homebound.

3. After 28 days of unlimited visits, payment
is limited to 15 visits per month per treatment
plan regardless of the caregiver.

4., Payment for prenatal care is limited to
one visit per month.

7.b. Home health aide services Limitations on payment - The following limits apply
provided by a home health to payment for compensable servicers:
agency.
Payment is subject to the same limitations listed
in item 7a.
7.c. Medical supplies, equipment Limitations on payment - The following limits apply
and appliance suitable for to payment for campensable services:
use in the home. 1. Home health agencies are limited to
payment for medical/surgical supplies listed in the
fee schedule.

2. Home health agencies are mot reimbursed
for supplies routinely needed as part of furnishing
home health care.

3. Prior approval is required for durable
medical equipment and medical supplies costing more
than $100.

4. Prior approval required for rental of
equipment exceeding three months.

7.d. Physical therapy, Limitations on payment - The following limits apply
occupational therapy, to payment for campensable services:
or speech pathology and
audiology services Payment is subject to the same limitations listed
provided by a home health in item 7a.
agency.
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Revision: HCFA-PM-86-20 (BERC) Attachment 3.1-B

SEPTEMBER 1986 Page 4
OMB No. 0938-0193

State/Territory: PENNSYLVANIA
AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): ALL '
8. Private duty nursing services.
/X/ Provided / / No limitations /X/ With limitations*
9. Clinic services.
/X/ Provided / 7/ No limitations /x/ With limitations*
10. Dental services.
/X/ Provided // No limitations /x/ With limitations*
11, Physical therapy.

a. Physical therapy.

/X/ Provided / / No limitations /X/ With limitations*

b. Occupational therapy.

/X/ Provided /~/ No limitations /X/ With limitations*

c. Services for individuals with speech, hearing, and language disorders
provided by or under supervision of a speech pathologist or audiologist.

/X/ Provided // No limitations /X/ With limitations*

12, Prescribed drugs, dentures, and prosthetic devices; and eyeglasses
prescribed by a physician skilled in diseases of the eye or by an

optometrist.

a. Prescribed drugs.

/X/ Provided / / No limitations /X/ With limitations*

b. Dentures.

/x/ Provided // No limitations /x/ With limitations*

* Description provided on attachment.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-8

STATE: COMMONWEALTH OF PENNSYLVANIA

DESCRIPTIONS OF [IMITATIONS

Page {a

SERVICE

LIMITATIONT

G. Clinic Services

S.a. Independent Medical Clinics

9.b. Psyvchiatric Clinics

Limitations on pavment - The following limits appls
to payment for compensable services:

Limited to clinics approved by the Department. Al:z
the same limits described under Item 2.a.(1}) appiy.

Limitations on pavment - The following limi<s appl:
to payment for compensable services:

Limited to approved facilities. Payment will be ma
for only one (1) outpatient Comprehensive Diagnost:-
Psychological Evaluation or no more than $8C.0C wcr®
of individual psychological or intellectual
evaluations per patient per three hundred sixty-five
(365) consecutive days. Other limitations on
payment: (a) two outpatient psychiatric evaluatior
per patient per onme year period, (b) sevé total
hours of psychotherapy per patient per thirty
consecutive days, (c) three psvchiatric cEnic
medication visits per patient per thirty consecutive
days, (d) five psvchiatric clinic Clozaril monitorin
and evaluation visits per patient per one calendar
month, and (e) a combination of no more than five
psychiatric clinic medication visits and/cr
psychiatric clinic Clozaril monitoring and evaluat:io
vists per patient per calendar month.

NOTE: Limits on hours of psychotherapy may be wailre
for patients undeg 21 who have specified mental
illpesses.* *

» See explanatory letter of August 11, 1982 from
the Secretary of the Department of Public
Welfare.

Payment for medically necessary clozapine support
services is limited to one per week, regardless of
the frequency or intensity of monitoring activities
provided during each calendar week.
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